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ADHD, Attention-Deficit/Hyperactivity Disorder, is in fashion today. It has become 
a favourite diagnosis for school psychologists, psychiatrists and pediatricians across 
Australia and, indeed, throughout the supposedly developed world and particu-
larly the English-speaking world. Twenty or so years ago, it didn’t exist—at least 
not as currently configured by the Consensus Conferences of American Psychia-
trists. Ten years from now, it will probably have gone the way of other 
once-fashionable psy-conditions such as hysteria, monomania and the Oedipus 
complex.
It was a hot topic at a conference we recently convened in Rockingham (south 
of Perth, Western Australia) called ‘Talking Health’. We heard from practitioners 
in the school system how the ‘condition’ had become such a part of educational 
life that there were now special classes for ADHD ‘sufferers’, separated from their 
peers for a dedicated curriculum. Some schools, it seems, even have a Ritalin bell: 
it is sounded when medication needs to be dispensed to otherwise unruly pupils. 
It has, some teachers told us, the added advantage of preventing amphetamines 




Yet evidence exists of a close correspondence between rates of licit ampheta-
mine prescription and rates of illicit amphetamine injecting.1 And the figures on 
the illicit use of amphetamines in Western Australia between 1998 and 2002 are 
cause for some concern in their own right. In the period, annual police seizures 
of amphetamines increased by 130 per cent (from 712 to 1639). The number of 
patients seeking treatment for amphetamine dependence increased fivefold. And 
there were 320 psychiatric hospital admissions in the state related to ampheta-
mine abuse, representing 1287 bed-days.2
The intimate connection between schooling and ADHD (hence ampheta-
mine prescription) is no real surprise though. ADHD, according to the official 
diagnostic text—the (in)famous DSM3—could not exist without the formal 
social institution of the school. The ‘symptoms’ of the ‘disorder’ listed in the 
DSM are preponderantly matters of schooling. They have to do with classroom 
behaviour, and especially with the perceived incapacity of certain children to pay 
attention to their studies. Notable instances include the following:
•   often fails to give close attention to details or makes careless mistakes in 
school work, work or other activities;
•   often does not follow through on instructions and fails to finish school 
work, chores, or duties in the workplace (not due to oppositional behaviour 
or failure to understand instructions);
•   often avoids, dislikes, or is reluctant to engage in tasks that require sustained 
mental effort (such as school work or homework);
•   often loses things necessary for tasks or activities (e.g. toys, school assign-
ments, pencils, books or tools).
We wonder, then, why a supposedly medical condition should be so intimately 
linked to a particular social institution. Could the condition exist in the deep 
reaches of the Amazon, say, among the proverbial ‘tribes who hide from man’, 
who have no formal education system separated from routine training in tribal 
ways? If it really is a true medical condition visited randomly on young human 
bodies—most frequently those of boys—and with yet-to-be-specified lesions, it 
ought to exist there. We must suspect it does not. In fact, as we shall see later, 
speaking a language other than English appears to be an important factor in 
being all but immune to the ‘disease’.
We know at least one specialist teacher charged with an ADHD class. She 
believes she can tell precisely when doses of medication have been skipped. 
Suddenly an otherwise perfectly well-behaved teenager will go so far as to throw large wooden tables at her diminutive frame. She knows too that, when suitably 
medicated, this same student will quietly continue his obsessive research into the 
details of the Titanic disaster, cataloguing every nut and bolt from the ship’s 
original design plans. The diagnosis and its consequent medication are useful. 
They work.
So it’s a strange thing, this ADHD fashion and its drug-induced ‘therapy’: 
impossible without the institution of the school and part of the behavioural 
control system that the school has now become, over and above its once-primary 
pedagogic role. Once upon a time—perhaps in John Howard’s mythological 
1950s—there were ‘louts’, difficult cases, kids who ‘acted up’. Those of us who are 
old enough know them from our schoolday memories. In every class there was 
always a kid—or a small gang of kids—who pushed the boundaries. It was their 
appointed duty to disrupt chemistry experiments, throw food at school dinners 
and flick inkballs at teachers’ backs, rather than concentrate on precise chemical 
equations, the conjugation of French verbs or logarithmic tables. Some of these, 
it is true, may have been unfortunate enough to be diagnosed with the ur-form 
of ADHD, aka Minimal Brain Dysfunction (MBD), which has now gone the way 
of masturbatory insanity, drapetomania, dementia praecox and many other 
putative mental disorders for which absolutely no hard evidence could be found. 
Mostly boys, such types are still there in the schooling system. But now they have 
a newly minted official disorder. They’re separated out into special classes and 
arrive for their medication on the sounding of the Ritalin bell.
Being naughty is still pretty much what it used to be. But now that it has 
apparently spread into a significant population—threatening ordinary school 
life-as-usual—it has become a ‘condition’ to be ‘treated’. The slightest evidence 
that a student has ‘problems’ with the schooling system can be enough to have 
him or her ‘diagnosed’ and, accordingly, given drug ‘therapy’. How, in the local 
and specific detail of social life today, is such a decision made? 
As it happens, we have a live case of ADHD diagnosis to hand. It may be the 
only such case ever recorded in detail. On the basis of this we suspect that simply 
presenting as a potential ADHD case is almost enough to get anyone officially 
diagnosed. The stakes in the decision are loaded in favour of a positive diagno-
sis—as early as 1996, the chances of being medicated merely on presentation for 
possible ADHD were an amazing 76.6 per cent.4 Perhaps this is why even scepti-
cal and resistant parents can’t fend off a practitioner who arrives at such a 
conclusion.
Let us look at the issue of ‘fact’ in the diagnosis of ADHD. Here we might 
turn to the Australian Medical Association itself and its Western Australian pres-
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where ADHD is concerned ran as follows:
The fact that we have the highest rate of stimulants which are the drugs used for 
ADHD in Western Australia simply shows we are recognising this condition more 
readily than the rest of Australia. Far from being embarrassed about them, I think 
we must be proud, because it shows that we are recognising the condition more 
than other countries and other states.5
Readers will be able to see that our own idea of what a fact might be is quite 
different from that of Dr Rowe. If one believes in the condition as an existing 
thing, he may well be right. Otherwise—and the history of psy-diagnosis always 
shows otherwise—we are looking at a massive (and unjustified) drugging of kids 
in Western Australia. To advance our case against such apparent medical facts, we 
turn now to other sources.
In his influential essay ‘Power and Subjectivity: Critical History and Psychol-
ogy’, medical sociologist Nikolas Rose details how the psy-disciplines have come 
to exert the enormous power they do in contemporary Western, Anglophone, 
societies. He notes that, in particular, one of the key moves in the development 
of their contemporary ascendancy was to seize the authority to define the ways 
in which people could come to know, to define, and to act upon themselves. All 
of this via the adoption of the trappings of ‘science’: the methodological appara-
tus of statistics, experiment and classification techniques, and the discourse of 
physical medicine. Rose accordingly suggests that:
The conduct of persons becomes remarkable and intelligible when, as it were, 
displayed upon a psychological screen, reality becomes ordered according to a psycho-
logical taxonomy, abilities, personalities, attitudes and the like become central to the 
deliberations and calculations of social authorities and psychological theorists 
alike.6
We take so much of this for granted today. So seemingly obvious is this form of 
understanding ourselves that it is difficult to think of ourselves otherwise. We speak 
readily of ‘chemical imbalances in the brain’ when people are described as depressed. 
We talk of people ‘needing’ therapy when their marriages fail, or of ‘critical incident 
debriefing’ if something untoward occurs in the course of their work life. We are 
accustomed to the voiceovers accompanying TV news footage of train wrecks, plane 
crashes and mining disasters alerting us to the urgent provision of ‘counsellors’ to 
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of our personalities and our vocational aptitudes. If a particularly gruesome crime 
is not accompanied by media speculation about the specific kind of mental illness 
afflicting the perpetrator, and if subsequent court appearances are not also graced 
by psychiatric experts, we sit up and take notice. So it is by no means surprising that 
we should take it for granted that many schoolchildren ‘have’ a ‘brain disorder’ 
known as Attention-Deficit/Hyperactivity Disorder that, as we have seen, renders 
them incapable of paying attention in class, of refraining from fidgeting in their 
seats and, more generally, compels them to behave in an unruly and disorderly 
manner.
The official source—again, the DSM—could not be clearer in claiming that 
ADHD is a bona fide ‘childhood psychiatric disorder’. And, in her thorough 
historical investigation of the ‘disorder’, Ilina Singh happens to point out that 
one of the USA’s widely acknowledged leading experts on ADHD, one Joseph 
Biederman, heads the Harvard Medical School Child Psychopharmacology Clinic 
no less.7 There is, it would seem, a professional consensus that what we are 
dealing with is a medical problem, a disease. With this consensus shared between 
the professional and popular spheres, what room for manoeuvre, let alone 
critique?
If persons display (or are ‘at risk’ of displaying) socially unwanted conduct 
our first and, it seems, most natural inclination is to look within, to peer into the 
murky depths of the psyche, or more fashionably today, the brain, in search of 
pathology, disorder and imbalance. And if such pathology, disorder or imbalance 
is found—or even suspected—then it seems equally natural to turn to the 
experts, to those holders of the ratified ‘truths’ about the human condition 
(psychiatrists, psychologists, counsellors) for assistance with internal remedia-
tion. This can be medication, talk-therapy or ‘life-skills coaching’. But, for all this, 
these quotidian truths of twenty-first-century life in so-called ‘liberal democra-
cies’ are, as Rose puts it so clearly, truths grounded in acts of sheer violence.
These acts of violence are multiple. They range from simple assaults on truth 
to direct invasions of the bodies of persons. And many of these are the most 
vulnerable in our communities: the elderly, the intellectually disabled, the scared, 
troubled and confused, and—in increasing numbers—children. The acts of 
violence with which we are concerned begin with the relatively benign ridiculing 
and silencing of everyday persons’ understandings and competences as human 
actors by the psy-professions—what can one know of what it means to be human 
without at least a bachelor’s degree in medicine or psychology after all? They 
progress (or regress) via the deliberate fabrication and massive media promotion 
Mark Rapley and Alec McHoul
[64]of fictitious ‘mental diseases’, the fraudulent placement of supposedly ‘independ-
ent scientific research’ in the professional literatures and the falsification and/or 
concealment of commercially damaging data from drug trials to the forcible 
administration of brain-damaging ‘therapies’ to persons unable either to consent 
or, more importantly, to refuse.8 
The ‘epidemic’ of the ‘brain disease’ ADHD in Australia is one of these ‘truths’. 
It is a truth established by violence, by wreaking violence upon the most basic, 
most fundamental, notions of ‘scientific conduct’; by wreaking violence upon the 
notions of the public accountability of the psy-professions and their allied 
trades—medicine, pediatrics, teaching; by wreaking violence not only upon the 
common sense of ordinary people but also upon the capacity of parents to parent. 
And finally by wreaking violence upon children by what amounts to the forcible 
administration of dexamphetamines and other psychostimulant drugs to ‘treat’ 
what writers such as Peter Breggin have described as an entirely mythical ‘condi-
tion’.9
So what are the actual rates of psychostimulant use on children of which WA 
AMA President Dr Rowe feels we should be so proud? Rowe’s comments were made 
in response to the publication of the paper in the Medical Journal of Australia by 
academics from Curtin University’s School of Pharmacy cited in note 1. The 
authors—Berbatis, Sunderland and Bulsara—drew on data held by the Interna-
tional Narcotics Control Board, and supplied to the INCB by the federal 
government’s Treaties and Monitoring Unit in the Commonwealth Department of 
Health and Ageing. They describe their figures as ‘the most reliable international 
and jurisdictional sources of consumption of these agents’. And they go on to point 
out that: 
in Australia, from 1984 to 2000, the rate of consumption of licit psychostimulants 
increased by 26% per year, with an 8.46-fold increase from 1994 to 2000. Western 
Australia ranked first, with nearly twice the consumption rate of total psychostimu-
lants as New South Wales, which ranked second. 
But what does this actually mean? If the statistics are unpacked the following 
breathtaking picture emerges, again according to the original analysis in the 
MJA:
An estimated 18,000 children, or 4.2%–4.5% of WA’s population aged 4–17 years in 
2000, received psychostimulants for ADHD in 2000. This equated to yearly esti-
mates of 12.878 million tablets of dexamphetamine and 2.190 million 
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Let’s just take that again slowly. Eighteen thousand children. Some as young as 
four. Nearly 5 per cent of all children in Western Australia. Over 15 million hits 
of speed—sorry, tablets of ADHD medication. In one year. In truth, statistics to 
be proud of: where would Western Australia’s children be without the heroic 
vigilance of the state’s dedicated, and hyper-alert, doctors? Let’s just look a little 
more widely here though, remembering that ADHD is, according to the 
American Psychiatric Association, a childhood psychiatric brain disease, and 
check out the story of disease and disorder elsewhere.
Steve Baldwin’s study of the situation in the UK reported that in 1999 there 
were at least 131,000 prescriptions for the psychostimulant methylphenidate, a 
figure that ‘grossly underestimates the true prescription rates’ owing to vagaries of 
UK Department of Health statistical returns.10 But, even allowing for this under-
estimate of the total usage, it emerges that prescription rates for methylphenidate 
in Britain increased by a factor of 15 between 1994 and 1997. In their 2000 analysis 
of stimulant prescription for 2 to 4-year-olds in three US locations, Zito and 
colleagues found medication rates of up to 12.3 per cent of the toddlers enrolled in 
the health care programs studied.11 They noted that, specifically, methylphenidate 
prescription rates increased between 1.7 times and 3.1 times between 1991 and 
1995.
It is noteworthy that between 1994 and 2000, if Australia is taken as a bench-
mark for rates of licit psychostimulant prescription, only the US and Canada 
exceed it while New Zealand is effectively on a par with Australia, and the UK 
only a fraction behind.12 Nothing quite like the prescription rates of these top 
five occur in other countries for which records exist: Denmark, France, the Neth-
erlands, Spain and Sweden. The ADHD fashion, then, appears to be closely 
associated with Anglophone countries. Could it be the new English disease?
In any case, everything we have heard or read—by way of anecdote, recorded 
diagnosis, or statistical fact, just a fraction of which we have rehearsed here—
suggests to us that ADHD could never be anything like an actual neurological 
condition, a disease or a brain disorder. Rather it can only be a very loose conge-
ries of unwanted behaviours directly associated with disruptions to the very 
specific functions of—as it happens, largely English-speaking—classrooms and to 
be controlled by actual violence to young bodies under the pseudo-scientific 
nomenclature of ‘diagnosis’ and ‘treatment’—though, interestingly, almost never 
of ‘cure’.
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